YECTORCARDI()GRAPIHY has been ultnder investigation for a long, time, but its application to clinical cardiology is relatively new. For this reason an appraisal of its value as a diagnostic tool is desirable. The linmitations of the method have been commented upon, and attitudes have varied from cautious restraint1' 2 to the prediction that this is the method of the future.3' 4 The literature contains only meager autopsy reports, despite their obvious importance, the only sizable series being 50 cases from this laboratory; and 59 of Burch et al.6 Methods and Material
The present study is concerned with 167 unseleeted, consecutive ance of the test under investigation. Regardless of how good the clinical test is, if the criteria for anatomic diagnosis are inadequate, as in right ventricular hypertrophy, the correlation will necessarily be a poor one. The anatomic criteria for left ventricular hypertrophy are considerably better, and the correlation is better. The most reliable postmortem findings are those of myocardial infarction or fibrosis, and the correlation is good. It should be pointed out, however, that studies of this sort are inadequate and misleading unless careful gross and microscopic study of the heart is made.
Ventricular Hypertrophy
Because biologic measurements generally follow a binomial distribution curve with the upper limit of normal overlapping the lower limit of abnormal, the performance of a test depends in part upon the selection of criteria; the higher the incidence of correct positive diagnosis, the greater is the likelihood that false positive diagnoses will be made. Conversely, if criteria are chosen so as to eliminate false positives, the expectation is that fewer correct diagnoses will be made.
It is, therefore, not surprising that with criteria sufficiently rigid to eliminate falsepositive diagnosis of right ventricular hypertrophy, the correct diagnosis was made in only 25 per cent of those with right ventricles measuring 0.6 cm. or more in thickness. Even four cases acute cor pulmonale was the only vectoreardiographic diagnosis. In the fourth case the pattern of left ventricular hypertrophy was also present, but this proved to be an overdiagnosis. Two hearts were anatomically normal, one had left ventricular hypertrophy and one had biventricular hypertrophy. None of these cases had infarction. On the other hand, only one of the 10 cases in which the diagnosis was missed had a normal vectorcardiogram, and in this case the heart was anatomically normal. In the nine remaining cases the vectorcardiogram showed some abnormality, either right or left ventricular hypertrophy, or both, or myocardial infarction, and in each case autopsy revealed one or more cardiac abnormalities. Infarction was present in seven of the 10 cases. This small series suggests that myocardial infaretion may interfere with the development of vectorcardiographic signs of acute cor pulmonale.
Vectorcardiographic Versus Electrocardiographic

Diagnosis
We hoped, when we undertook the study of vectorcardiography, that a diagnostic performance better than that obtained with standard electrocardiography14' 21-30 might be possible. In all diagnostic categories this has proved to be the case; in no instance has this been at the expense of greater overdiagnosis. 
